Middle East respiratory syndrome coronavirus (MERS-CoV) Infection, has caused recurrent outbreaks worldwide. It is associated with severe morbidity and mortality, and is not treatable with the currently available antiviral therapies. We present a case of a 43 year-old male healthcare provider, who admitted with productive cough, dyspnea, myalgia, pleuritic chest pain and fever. Computed tomography (CT) showed bilateral ground glass opacities and consolidation. Sputum polymerase chain reaction (PCR) for MERS-coronavirus was positive.
INTRODUCTION
Middle East respiratory syndrome coronavirus (MERSCoV) Infection, has caused recurrent outbreaks worldwide.
It is associated with severe morbidity and mortality, and is not treatable with the currently available antiviral therapies (1) . Since its emergence in 2012, about 1595 laboratory-confirmed cases of MERS have been reported with a fatality rate of more than 30% (global deaths 571) (2) .
Clinical manifestation of MERS-CoV infection is
variable, ranging from asymptomatic to very severe pneumonia with acute respiratory distress syndrome, septic shock and multi-organ failure resulting in death.
There is growing evidence that dromedary camel is a reservoir for the virus and a source of human infection (3) . An analysis showed that 59% of cases were secondary cases with an epidemiologic relation to other confirmed cases and infection in these cases has occurred more frequently in healthcare settings (63.2%) than due to family contacts (13.7%) (18) . In a recent update by the WHO, it was noted that the number of laboratory-confirmed MERSCoV cases increased sharply in relation to the occurrence of health-care-associated outbreaks (6).
One screening of contacts was done in Kingdom of
Saudi Arabia and three patterns of transmission were described (sporadic, within families, nosocomial transmission to healthcare workers). The true incidence of the disease in the community is not known. Of the 1,695 healthcare contacts and 462 family contacts of confirmed MERS cases, a positive result was obtained from 19 (1.12%) healthcare workers and 14 (3.6%) cases of family contacts.
As a result, the rate of secondary transmission among family contact is higher than other contacts (19) . Thus, Infection in the healthcare setting is an important risk factor for human-to-human transmission and close and prolonged contact with the index case seems to be a necessity for the disease transmission (20) 
